**Dear Sir:**

Significant carotid artery stenosis and atrial fibrillation (AF) concur in up to one quarter of patients suffering an acute ischemic stroke \[[@b1-jos-2020-00969]\]. Carotid artery stenting (CAS) is a reasonable treatment alternative in patients with severe carotid artery stenosis at high surgical-risk that presents an acute ischemic stroke \[[@b2-jos-2020-00969]\]. In this clinical scenario, to decide the best management strategy is challenging, as dual antiplatelet therapy (DAPT) required after CAS, in addition to systemic anticoagulation for the prevention of cardioembolic strokes associated to AF, conveys a very high risk of bleeding complications \[[@b3-jos-2020-00969]\].

We report a single-center case series of four male patients admitted between 1st of October 2019 and 1st of February 2020 for an acute ischemic stroke that presented concurrent severe carotid stenosis and non-valvular atrial fibrillation (NVAF).

Patients were aged 63, 84, 84, and 88 years and displayed high thromboembolic risk as illustrated by increased CHA~2~DS~2~-VASc score values: 7, 6, 6, and 5, respectively ([Table 1](#t1-jos-2020-00969){ref-type="table"}). Hemorrhagic hazard was also elevated as depicted by HAS-BLED score: 3, 4, 3, and 3, in relation to baseline comorbidities including history of prior stroke, arterial hypertension, mild to moderate anemia, increased risk of falls and advanced age over 80 years.

All patients had been previously diagnosed with NVAF and were receiving treatment with either optimally dosed acenocumarol (n=2) or direct acting oral anticoagulants (n=2). Two patients presented upper-limb and facial hemiparesis, one patient displayed mild aphasia and one subject exhibited crural paresis. A comprehensive etiologic study conducted during index admission identified \>80% stenosis of the carotid artery irrigating the ischemic territory in all patients, as an additional mechanism accountable for stroke. Carotid endarterectomy was discarded owing to high surgical risk and it was decided to perform CAS and subsequent left atrial appendage occlusion (LAAO) in a separate procedure to avoid triple antithrombotic therapy. Ethics approval was obtained from the Institutional Review Board and the patients gave written informed consent.

First, percutaneous stenting of the symptomatic carotid artery was performed and the patients were initiated on DAPT. LAAO was subsequently performed either with Amulet (Abbott Vascular, Chicago, IL, USA) 18 and 20 mm or Lambre (Lifetech Scientific, Shenzhen, China) 26/32 and 34/20 mm devices, under light sedation with transesophageal echocardiography guidance ([Figure 1](#f1-jos-2020-00969){ref-type="fig"}). All procedures were successful and there were no peri-procedural complications. All patients were discharged home on DAPT and, at a median follow-up period of 45 days, no complications, thromboembolic or bleeding events occurred and control transesophageal echocardiography ruled out peri-device leaks or thrombus.

LAAO is an effective alternative to systemic anticoagulation for the prevention of thromboembolic events in patients with NVAF at highest-risk of bleeding complications \[[@b4-jos-2020-00969]\]. LAAO may also be recommended after coronary artery stenting, to avoid triple antithrombotic therapy \[[@b5-jos-2020-00969]\]. However, to the best of our knowledge, ours is the first case-series to report LAAO in high bleeding risk NVAF patients undergoing recent CAS after an acute ischemic stroke, to enable safe withdrawal of systemic anticoagulation while maintaining adequate protection against subsequent thromboembolic events.

In our sample, LAAO after CAS was safe and no patients presented ischemic or bleeding complications during initial follow-up.

The rationale behind treating carotid stenosis in the first place is the same behind treating carotid before coronary stenosis when concomitant \[[@b6-jos-2020-00969]\]: a decrease in cardiac output may worsen ischemia downstream a carotid stenosis. Although carotid endarterectomy is considered in general safer and more effective than CAS \[[@b7-jos-2020-00969]\], this is doubtful when concomitant NAVF is present, as NAVF has been an exclusion criteria in trials addressing safety and efficacy of carotid endarterectomy \[[@b8-jos-2020-00969]\]. In these patients, CAS was preferred because it does not oblige to stop anticoagulation \[[@b9-jos-2020-00969]\] and it is used in combination with a device that can stop cardiac emboli generated by reflex alteration of the cardiac rhythm by carotid baroreceptors. As stroke patients often suffer from both NVAF and carotid stenosis, the safer and more effective combination of treatments merits further study.
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###### 

Baseline clinical characteristics

  Characteristic                           Value
  ---------------------------------------- ----------------
  Age (yr)                                 88, 84, 63, 84
  Male sex                                 4 (100)
  Hypertension                             2 (50)
  Dyslipidemia                             4 (100)
  Diabetes mellitus                        1 (25)
  Smoker                                   2 (50)
  Chronic obstructive pulmonary disease    1 (25)
  Previous PCI                             2 (50)
  Heart failure                            3 (75)
  Left ventricular ejection fraction (%)   55, 50, 35, 50
  Peripheral arteriopathy                  1 (25)
  \>80% carotid artery stenosis            4 (100)
  CHA2DS2-VASc score                       7, 6, 6, 5
  HAS-BLED score                           3, 4, 3, 3
  Prior ischemic strokes                   1, 0, 0, 2
  Baseline antithrombotic treatment        
   Acenocumarol                            2 (50)
   Direct acting oral anticoagulants       2 (50)
   Aspirin 100 mg daily                    1 (25)
   Clopidogrel 75 mg daily                 2 (50)

Values are presented as number (%).

PCI, percutaneous coronary intervention.
